London IN the history of epidemiology there are a number of studies which display the march of logic to a triumphant conclusion-namely, the identification, in the most economical terms, of factors responsible for the inception and subsequent course of a given disease, such as cholera, typhus, or beri-beri. Sometimes, as in pellagra, psychiatry has been the residual legatee of this fundamental work; but, hitherto, epidemiological research in psychiatry has been concerned principally with studies of hereditary factors. Unfortunately, with rare exceptions such as Huntington's chorea, clear-cut genetic information has not emerged: even of schizophrenia it can only be said that there is a definite hereditary factor about whose mode of transmission geneticists disagree.
It is stil true that no well-established atiological theories exist which could account for the major functional psychoses-schizophrenia, affective psychosis and the psychoses associated with senility. This presents a challenge to epidemiological inquiry; but as soon as one tries to take up the challenge, certain peculiarities of mental disorders have to be taken into account. Some of these peculiarities, such as gradualness of onset, prolonged and fluctuating course and the consequences of prolonged interference with social functioning, are found in other chronic incapacitating diseases, but others are not. For example, it is singularly difficult in psychiatry to establish the point at which a patient's symptoms cease to represent individual eccentricity and indicate mental illness. The attitudes of a patient's relatives and neighbours contribute to the recognition of his illness; but it is possible that they may also contribute to its genesis. Environmental influences are believed by many psychiatrists to play an important part in the onset of mental illness; but as yet it has not been possible to establish which influences are most important. The two major obstacles are (1) the multiplicity APRIL of possibly relevant factors in each patient's social environment, and (2) the relative infrequency of occurrence of psychosis, if first attacks only are considered.
As so often in epidemiology, there are two complementary methods of attacking the problem: the extensive method, which involves studying large populations, noticing sub-groups in which the incidence of psychoses appears to differ significantly from the rest, and seeking other characteristics which are consistently associated with these different rates. We have been indebted to the Registrar-General's officeperhaps especially to Miss Brooke-for many informative and suggestive tabulations on these lines. The other type of inquiry consists in a more detailed scrutiny of a small sample of cases, in order to test the validity of etiological relationships suggested by extensive surveys or by clinical experience.
My colleagues and I have recently carried out a study of the latter type, in which we ascertained the fate of 240 chronic psychotic men during the year following their discharge from mental hospital. The choice of this particular group was determined by our research unit's interest in the rehabilitation of chronic psychotic patients but we believed that the findings might have wider relevance, if one assumed that social factors associated with relapse in this vulnerable group could also contribute to the onset of psychoses in general.
The major findings of this study, which have already been reported (Brown et al., 1958) , were that in addition to the patient's clinical state at the time of discharge two other factors were of great importance for his subsequent progress: his success in finding employment, and the type of household to which he went on leaving hospital. Somewhat to our surprise, we found that the outcome was worst for those patients who went to their parents' home, progressively better for those who lived with their wives or with other kin, and best for those who rented a room from a landlady. This difference in outcome remained within the group of patients who were rated as "relieved" on discharge.
In the course of this investigation, a very detailed interview schedule of information concerning their post-hospital history was completed for 229 out of the 240 patients. Many of the 162 items included in this schedule did not prove to be significantly related to the outcome, but some of these proved illuminating when we re-examined the cases which did not conform to the general trend. For example, we were not able to show an association between household income and patients' success rates; but on re-analysis we found that success was rendered more likely if either the patient or the woman of the house went out to work. This was especially the case with chronic schizophrenic patients.
In theoretical discussions of environmental influences which are alleged to contribute to schizophrenic breakdown, two concepts have received especial emphasis: that of the "schizophrenogenic mother", and that of the harmful consequences of "social isolation". In our sample, there was a small group of mothers of schizophrenics who showed extremes of oversolicitude or of domination towards their sons, but this was not always associated with early relapse; an important complementary factor appeared to be the patient's reaction to this type of mothering. Moreover, we were in many cases unable to determine whether the mother's attitude had preceded the first onset of the patient's illness or had developed in response to it. With regard to the "isolation" hypothesis, our data seem to support the view that a certain measure of "social distance", or disengagement from intimate personal ties, is salutary for schizophrenics living in the community: a view which has already been supported by the ecological studies of Hare (1956) and of Gerard and Houston (1953) . These are, however, still somewhat tenuous conclusions which will need to be reinforced by confirmatory studies before they can be made the basis for practical recommendations. London ANNUAL statistics of hospital admissions and discharges have many uses, one of which is to consider patterns of release and readmission. For this purpose, however, their value is limited, because patients admitted early in the year have a longer survey period than those admitted later. To ensure that each patient is surveyed for the same length of time, the cards sent from designated mental hospitals to the General Register Office for statutory patients first admitted during 1954-56 have been arranged in an alphabetical index. Leaver or admission cards which indicate a first admission in 1954-56 are paired with first admission cards already in the index and the data they contain are transferred to the index card. Even if a discharged patient enters a designated hospital other than the one in which he was first treated, the data for his two visits will be brought together. The index cards therefore contain a continuous record of periods of hospitalization, referred to here as hospital visits.
Since it is generally accepted that the two years following first admission are of particular prognostic significance in mental illness, this period was chosen for the first follow-up study.
A further analysis will be made at the end of five years from the date of first admission and again at ten years. The continuity of the study is being secured by obtaining data for patients entering and leaving accommodation which has been de-designated since the inception of the project. The method of follow-up is to take the patient's first admission date and consider his position on the corresponding date two years later, whether in or out of hospital. For 1954, therefore, it was necessary to wait until all cards for December 1956 had been sent in before the records could be completed. This paper presents
